Abstract: Radiation therapy (RT) represents an integral component in the treatment of many pediatric brain tumors. Multiple advances have emerged within pediatric radiation oncology that aim to optimize the therapeutic ratio-improving disease control while limiting RT-related toxicity. These include innovations in treatment planning with magnetic resonance imaging (MRI) simulation, as well as increasingly sophisticated radiation delivery techniques. Advanced RT techniques, including photon-based RT such as intensity-modulated RT (IMRT) and volumetric-modulated arc therapy (VMAT), as well as particle beam therapy and stereotactic RT, have afforded an array of options to dramatically reduce radiation exposure of uninvolved normal tissues while treating target volumes. Along with advances in image guidance of radiation treatments, novel RT approaches are being implemented in ongoing and future prospective clinical trials. As the era of molecular risk stratification unfolds, personalization of radiation dose, target, and technique holds the promise to meaningfully improve outcomes for pediatric neuro-oncology patients.
Introduction
Cancers of the central nervous system (CNS) are the most common solid tumors among pediatric patients, with an incidence of approximately 3000 new cases annually, accounting for 25% of all pediatric tumors [1] . Over the course of the last several decades, the prognosis for these malignancies has improved steadily, with the most recent nationwide data reporting an estimated 72% 5-year overall survival rate for the pooled cohort of pediatric patients with primary CNS tumors [1] . Improvements in the prognoses of these tumors have been made owing to a combination of factors, including advances in neurosurgery [2, 3] , diagnostic radiology [3] [4] [5] , radiation oncology [6, 7] , and medical oncology [8, 9] , among others. In this review, we will provide an overarching view of recent advances in radiation oncology relevant to pediatric neuro-oncology, as well as look to the future of radiotherapy (RT) in the treatment of these challenging lesions.
Role of RT in Pediatric Neuro-Oncology
Pediatric brain tumors represent a heterogeneous group of lesions, whose clinical and biological characteristics vary widely; treatment approaches for these lesions can differ markedly between tumor types, patient demographics, and clinical context. Multimodality therapy for these tumors may consist of a combination of maximal safe neurosurgical resection, RT, and systemic chemotherapy or targeted agents. For many benign or low-grade lesions that are accessible surgically, neurosurgical resection alone may afford excellent outcomes, often with acceptable rates of toxicity [10] . On the other hand, for aggressive tumors, combination approaches including surgery, RT, and chemotherapy are indicated to achieve optimal outcomes [11] .
When RT is indicated, the intent and target can vary depending on a number of factors as well. Among patients with embryonal brain tumors, such as those with medulloblastoma, RT is recommended in the adjuvant setting (following resection), generally targeting the entire brain and spine (craniospinal irradiation, CSI) as well as a boost to the tumor bed [12] . The aim of CSI in this context is to eradicate microscopic disease elsewhere in the CNS, particularly given the proclivity for embryonal tumors to disseminate via cerebrospinal fluid (CSF) pathways [12] . For patients with high-grade unresectable tumors, such as those with diffuse intrinsic pontine glioma (DIPG), RT remains de facto the sole therapeutic option available to delay progression and death. Thus, with a range of adjuvant, definitive, and palliative indications, RT plays a significant role in the treatment of most childhood brain tumors.
Advances in Treatment Planning
For the past two decades, RT treatment planning has relied on the use of computed tomography (CT) simulation. CT simulation allows providers, including the radiation oncologist as well as radiation therapist, to optimize the patient position for subsequent treatments. For patients undergoing RT to the brain, the simulation process often involves the manufacture and customization of a thermoplastic mask to immobilize the head. Following immobilization, axial CT images are acquired, transferred to the treatment planning system, and utilized to determine target volumes. These target volumes, including the gross tumor volume (GTV), clinical tumor volume (CTV), and planning target volume (PTV) are contoured onto the acquired CT simulation images. Also contoured are critical organs-at-risk or avoidance structures, including the brainstem, spinal cord, optic nerves, optic chiasm, cochleae, hippocampi, and others. Through delineation of these structures in the contouring process, treatment planning can proceed to optimize the dose to the target volumes while minimizing dose to critical normal structures.
One pitfall of this process in the treatment of brain tumors, however, is the relatively poor soft-tissue contrast associated with CT imaging, particularly in the neuro-axis. Therefore, from the initial development of CT simulation, efforts were made to incorporate the high degree of soft-tissue contrast with magnetic resonance imaging (MRI) into the treatment planning process [13] [14] [15] . To accomplish this, MRI sequences (generally from diagnostic scans) are co-registered to the CT simulation images. The co-registration, or 'fusion', of MRI series to CT imaging relies on transformation models to align these scans to one another, which can be optimized to account for organ distortion [16] [17] [18] . Multiple studies have demonstrated that the addition of MRI co-registration for treatment of brain tumors has resulted in substantial changes to both the contoured target volumes as well as organs-at-risk [15, 19] . Variations in tumor delineation during treatment planning in the absence of co-registered MRI sequences carries significant clinical consequences, with the potential for under-treatment of disease as well as over-treatment of critical normal structures.
Given the centrality of MRI in treatment planning for brain tumors (among others), an increasing number of institutions are pursuing the use of dedicated MRI simulators [16, 19] . These MRI simulators allow for MRI sequences to be obtained with appropriate patient positioning using requisite immobilization devices for treatment planning purposes (Figure 1 ). Whereas co-registered MRI data from diagnostic imaging are derived from scans in which patients are not in the treatment position or with immobilization devices such as a mask, dedicated MRI simulators allow for high-fidelity MRI sequences to be obtained in the treatment position [20] . This focus on geometric consistency between MRI acquisition and subsequent RT treatments facilitates utilization of MRI data for contour definition (Figure 1 ) [20, 21] . Clinically, this approach is particularly advantageous in the context of adjacent target volumes and critical organs-at-risk, for instance treatment of posterior fossa tumors adjacent to brainstem, or suprasellar/sellar tumors adjacent to optic pathway structures; in these cases, accurate delineation of target versus non-target structures is paramount to avoid severe toxicity such as brainstem necrosis or visual impairment, respectively. CT and MRI simulation. Axial images from CT (A) and MRI (B,C) simulation for radiation treatment planning purposes. This patient is an 8-year-old male who presents for adjuvant radiotherapy three weeks following gross total resection of average-risk posterior fossa medulloblastoma. CT simulator axial image showing the resection cavity is shown in (A); (B,C) show MRI simulator axial images from the same plane; T1 post-gadolinium contrast sequence is shown in (B), and the T2 sequence is shown in (C). The MRI simulator allows for identical positioning and immobilization to be achieved, facilitating fusion of CT and MRI images as demonstrated here.
Furthermore, efforts to date utilizing MRI co-registration or MRI simulation have generally used these as an adjunct to CT simulation. CT simulation provides a spatial electron density map (via CTderived Hounsfield units), which is then used to model conformal RT treatment plans [22] . Modeling dose distribution accurately during treatment planning is contingent on this electron density map. Looking ahead, ongoing studies are attempting to utilize MRI sequences to infer electron density, so that accurate treatment planning could proceed with MRI simulation alone [16, 21, 23, 24] . This would be particularly helpful for pediatric patients, in whom limiting radiation exposure (i.e., through reducing the number of CT scans performed) is of biological and clinical importance [25] . Logistically, pediatric patients up to the age of eight years old often require sedation to tolerate both simulation and radiation treatments; consolidating simulation to one scan (an MRI) may similarly provide practical advantages for this special patient population.
Specific MRI sequences and techniques also hold promise to enhance RT planning and delivery. Conventionally, commonly utilized MRI sequences to anatomically define target volumes as well as normal structures include T1 post-gadolinium-contrast and T2 fluid-attenuated inversion recovery (FLAIR) [16, [26] [27] [28] . While T1 post-contrast and T2 FLAIR sequences yield excellent intracranial soft tissue contrast for defining volumes (T2 FLAIR being particularly helpful for assessing tissue peritumoral edema and gliosis), functional MRI sequences may expand the role of MRI in treatment planning as well as clinical outcomes [21, 26] . Diffusion-weighted MRI sequences (also known as diffusion-weighted MR imaging, or DWI), for instance, provide an assessment of water diffusion through tissue, which can assist in assessing cellularity of a particular voxel [21] . Increased water diffusion distance reflects decreased cellularity-an indicator of treatment response. Supporting this, DWI mid-way through the course of RT has been shown among brain tumor patients to provide a radiographic biomarker of treatment response and subsequent long-term survival [29] [30] [31] . MR spectroscopy may provide further functional and metabolic data, using tissue metabolite nuclei characteristics to assess the chemical composition of a given voxel. With expertise and support from experienced radiologists, MR spectroscopy can yield a voxel-by-voxel map of data related to cell turnover, hypoxia, and other physiologic parameters that can inform treatment planning and response [21, 26, [32] [33] [34] . While promising, these functional imaging techniques are only now beginning to be incorporated into clinical practice. Furthermore, efforts to date utilizing MRI co-registration or MRI simulation have generally used these as an adjunct to CT simulation. CT simulation provides a spatial electron density map (via CT-derived Hounsfield units), which is then used to model conformal RT treatment plans [22] . Modeling dose distribution accurately during treatment planning is contingent on this electron density map. Looking ahead, ongoing studies are attempting to utilize MRI sequences to infer electron density, so that accurate treatment planning could proceed with MRI simulation alone [16, 21, 23, 24] . This would be particularly helpful for pediatric patients, in whom limiting radiation exposure (i.e., through reducing the number of CT scans performed) is of biological and clinical importance [25] . Logistically, pediatric patients up to the age of eight years old often require sedation to tolerate both simulation and radiation treatments; consolidating simulation to one scan (an MRI) may similarly provide practical advantages for this special patient population.
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Advanced Photon RT Techniques
Specific MRI sequences and techniques also hold promise to enhance RT planning and delivery. Conventionally, commonly utilized MRI sequences to anatomically define target volumes as well as normal structures include T1 post-gadolinium-contrast and T2 fluid-attenuated inversion recovery (FLAIR) [16, [26] [27] [28] . While T1 post-contrast and T2 FLAIR sequences yield excellent intracranial soft tissue contrast for defining volumes (T2 FLAIR being particularly helpful for assessing tissue peritumoral edema and gliosis), functional MRI sequences may expand the role of MRI in treatment planning as well as clinical outcomes [21, 26] . Diffusion-weighted MRI sequences (also known as diffusion-weighted MR imaging, or DWI), for instance, provide an assessment of water diffusion through tissue, which can assist in assessing cellularity of a particular voxel [21] . Increased water diffusion distance reflects decreased cellularity-an indicator of treatment response. Supporting this, DWI mid-way through the course of RT has been shown among brain tumor patients to provide a radiographic biomarker of treatment response and subsequent long-term survival [29] [30] [31] . MR spectroscopy may provide further functional and metabolic data, using tissue metabolite nuclei characteristics to assess the chemical composition of a given voxel. With expertise and support from experienced radiologists, MR spectroscopy can yield a voxel-by-voxel map of data related to cell turnover, hypoxia, and other physiologic parameters that can inform treatment planning and response [21, 26, [32] [33] [34] . While promising, these functional imaging techniques are only now beginning to be incorporated into clinical practice.
Advances in RT Delivery
Advanced Photon RT Techniques
With the integration of CT simulation and three-dimensional treatment planning over the prior decades, photon-based RT techniques have similarly progressed. Moving beyond the era of two-dimensional (2D) and three-dimensional conformal RT (3D-CRT), intensity-modulated RT (IMRT) has entered mainstream clinical practice and use, including among pediatric neuro-oncology patients. The underlying premise for IMRT is rooted in the use of inverse-planning systems that rely on objective functions to optimize a treatment plan. Based on pre-specified target volume goals and organ-at-risk constraints, inverse-planning algorithms can generate plans using multiple beam arrangements (i.e., 8 or 9 beams) with non-uniform beam fluences to optimize the objective functions. These plans generally rely on the use of multileaf collimators (often made of a high-atomic-number [high-Z] materials such as tungsten) that subdivide each beam into several small 'beamlets', each of which in turn can have variable fluences to achieve the desired objective functions. Collectively, this approach can yield highly conformal plans in which high-dose regions can be shifted away from critical structures, though usually with a lower-dose 'bath' to a larger region of uninvolved tissue.
In the treatment of brain tumors, IMRT has been shown to improve target conformity as well as critical structure sparing when compared to standard 3D-CRT approaches [35] [36] [37] . These dosimetric advantages to IMRT are supported by clinical data, which demonstrate comparable rates of disease control with IMRT approaches [38] [39] [40] , but decreased RT-related toxicity, particularly ototoxicity [37, 41, 42] . Expanding on IMRT, arc-based therapies have increasingly been utilized. These approaches, such as volumetric-modulated arc therapy (VMAT), rely on coplanar intensity-modulated arcs in which the linear accelerator gantry rotates around the patient [43, 44] . As the gantry rotates around the patient, dynamic modulation can occur for the speed of gantry rotation, the beam-shaping aperture (including multi-leaf collimator), as well as the dose delivery rate [43] [44] [45] [46] . The result is a highly-conformal treatment plan, comparable and often superior to IMRT with regard to target volume coverage, coverage homogeneity, and normal tissue sparing [44, 45, 47, 48] . However, the primary advantage of arc-based techniques is the speed of treatment delivery [44] , in which a single arc can be delivered over a few (2-3) min. Given that most VMAT plans rely on one to three arcs, the total time for patients on the treatment table may be reduced from approximately 30 min with IMRT to 10-15 min with VMAT, in our experience. This difference is particularly advantageous for pediatric patients, whose tolerance for treatments may be more limited than adult patients, and many of whom may require sedation while undergoing treatment. A caveat to the above is that the low-dose 'bath' may be more pronounced with VMAT, and certain clinical and dosimetric instances may arise where 3D-CRT approaches may provide optimal sparing of a specific at-risk structure [45, 48] .
Particle Therapy
In conjunction with advanced photon-based RT, particle therapy, including proton beam therapy (PBT), has now entered mainstream clinical practice among pediatric neuro-oncology patients [49] [50] [51] . The underlying principle of particle therapy, with PBT or heavier ions such as carbon ions, relies on the physical properties of particle beam dose deposition. With photon beams, radiation is deposited from its entrance into the body to a maximum dose, and then continues to deposit dose as it exits through to the other side of the body. The maximum depth dose for clinically-utilized photon beams (with energies between 4 MV and 18 MV) ranges between approximately 1.5 cm and 3.5 cm. Beyond these maximum depths, photon beams continue to deposit dose until exiting the other side of the body and striking a shielded wall on the opposite side of the treatment room. In contrast, proton beams (and more particle beams more generally) decrease velocity as they pass through tissue, depositing more energy with decreasing velocity until reaching a stopping depth in which the bulk of their energy is deposited. Distal to this characteristic depth, limited further energy is deposited in tissue, resulting in essentially no exit dose past the maximum depth dose for a proton beam. The characteristic peak energy deposition at a given depth is known as the Bragg curve (or Bragg peak). The specific depth of a Bragg peak for a mono-energetic proton beam is dependent on the energy of the proton beam (usually ranging between 70 and 250 MeV). By utilizing poly-energetic proton beams in clinical use, the Bragg peak becomes "spread-out" such that a target volume can be treated across its thickness with a proton beam; even with a poly-energetic proton beam, however, the dose drop-off at the end of the peak remains, with no dose beyond the distal edge of the spread-out Bragg peak. The primary advantage of PBT, therefore, is the ability to deliver RT with minimal exit dose.
Given the susceptibility of children to late effects from RT (including neurocognitive deficits, neuroendocrine deficits, audiovisual toxicity, growth abnormalities, and second malignancies, among others), the potential for PBT to minimize normal tissue radiation exposure through the absence of exit dose represents an enticing opportunity to enhance the therapeutic ratio. Multiple dosimetric studies have demonstrated a significant reduction in dose to critical organs at risk, as well as uninvolved brain more generally, in the treatment of diverse pediatric brain tumors using PBT; these studies confirmed dosimetric benefits of PBT over advanced photon-based techniques (including IMRT) for patients with medulloblastoma, ependymoma, and craniopharyngioma [52] [53] [54] [55] [56] [57] . This has been most pronounced for patients who require CSI, such as medulloblastoma patients (Figure 2 ). With CSI, posterior positioning of proton beam(s) targeting the spinal canal as part of CSI allows for dose to cover the spinal canal and vertebral bodies, with minimal dose anteriorly into critical organs including thyroid, heart, lungs, gastrointestinal structures (i.e., pancreas), and ovaries, among others ( Figure 2 ) [52, 53, 57, 58] . So pronounced are the dosimetric differences in sparing anterior structures with PBT for CSI that the pediatric radiation oncology community has debated in recent years whether PBT represents the only standard of care option for pediatric patients requiring CSI (Figure 2 ) [59, 60] . the dose drop-off at the end of the peak remains, with no dose beyond the distal edge of the spreadout Bragg peak. The primary advantage of PBT, therefore, is the ability to deliver RT with minimal exit dose. Given the susceptibility of children to late effects from RT (including neurocognitive deficits, neuroendocrine deficits, audiovisual toxicity, growth abnormalities, and second malignancies, among others), the potential for PBT to minimize normal tissue radiation exposure through the absence of exit dose represents an enticing opportunity to enhance the therapeutic ratio. Multiple dosimetric studies have demonstrated a significant reduction in dose to critical organs at risk, as well as uninvolved brain more generally, in the treatment of diverse pediatric brain tumors using PBT; these studies confirmed dosimetric benefits of PBT over advanced photon-based techniques (including IMRT) for patients with medulloblastoma, ependymoma, and craniopharyngioma [52] [53] [54] [55] [56] [57] . This has been most pronounced for patients who require CSI, such as medulloblastoma patients (Figure 2 ). With CSI, posterior positioning of proton beam(s) targeting the spinal canal as part of CSI allows for dose to cover the spinal canal and vertebral bodies, with minimal dose anteriorly into critical organs including thyroid, heart, lungs, gastrointestinal structures (i.e., pancreas), and ovaries, among others ( Figure 2 ) [52, 53, 57, 58] . So pronounced are the dosimetric differences in sparing anterior structures with PBT for CSI that the pediatric radiation oncology community has debated in recent years whether PBT represents the only standard of care option for pediatric patients requiring CSI (Figure 2 ) [59, 60] . No dose is seen treating anterior structures such as the heart, liver, thyroid, gastrointestinal organs, or other anterior structures seen in this representative sagittal slice. Dosimetric data have been supported by clinical data for PBT thus far. Across multiple disease sites, reviewed individually elsewhere, PBT has provided disease control rates comparable to those with photon-based RT, while often providing clinically-meaningful reductions in toxicity [7, [49] [50] [51] 58, [61] [62] [63] [64] [65] [66] . Furthermore, PBT does not appear to increase the risk of second malignancies among treated patients as compared with photon RT [67, 68] . The possibility of increased second malignancy risk with PBT arose due to concerns regarding increased secondary neutron production with PBT, particularly with the use of patient-specific brass apertures and scattering devices utilized with certain PBT treatment plans [69, 70] . Such secondary neutrons might, hypothetically, increase wholebody non-target radiation exposure and increase second malignancy risk [70] , a relevant concern for Dosimetric data have been supported by clinical data for PBT thus far. Across multiple disease sites, reviewed individually elsewhere, PBT has provided disease control rates comparable to those with photon-based RT, while often providing clinically-meaningful reductions in toxicity [7, [49] [50] [51] 58, [61] [62] [63] [64] [65] [66] . Furthermore, PBT does not appear to increase the risk of second malignancies among treated patients as compared with photon RT [67, 68] . The possibility of increased second malignancy risk with PBT arose due to concerns regarding increased secondary neutron production with PBT, particularly with the use of patient-specific brass apertures and scattering devices utilized with certain PBT treatment plans [69, 70] . Such secondary neutrons might, hypothetically, increase whole-body non-target radiation exposure and increase second malignancy risk [70] , a relevant concern for pediatric patients whose baseline risk for RT-related second malignancy is higher than that of adults. However, both modeling data as well as clinical evidence to date suggests that if anything PBT may decrease second malignancy, likely owing to the absence of low-dose 'bath' as occurs with advanced photon-based techniques such as IMRT or VMAT [49, 67, 68, 71] .
The underlying technology and treatment delivery systems for PBT continue to progress as well. Earlier iterations of PBT have relied on the use of passive-scatter PBT (PSPT). PSPT utilizes a range modulator wheel to generate a spread-out Bragg peak from an initial monoenergetic proton beam; the proton beam is then shaped with brass apertures to sharpen the lateral border of the proton beam as well as compensator to modulate the distal edge of the beam. PSPT is somewhat limited with regard to modulating dose for structures proximal to the target volume in the path of the beam, and similarly may not provide conformal treatment plans for irregularly-shaped targets. Scanning-beam PBT, as opposed to PSPT, relies on proton 'beamlets' of discrete energies which can be delivered in layers (with each layer/depth reflecting a specific beamlet energy). Rather than using a range modulator, scanning-beam PBT allows for 'dose painting' of the target volume with these beamlets, and can afford high conformality of irregularly-shaped targets. Scanning-beam PBT therefore allows for intensity-modulated proton therapy (IMPT) to be possible, wherein 'dose painting' of a target volume can achieve highly-conformal dose distributions surpassing both advanced photon-based techniques as well as PSPT [72, 73] . Emerging clinical data highlight high rates of disease control with reduced toxicity utilizing IMPT, primarily in the treatment of head and neck malignancies [74] [75] [76] . These advances in PBT technology, as well as challenges with regard to uncertainties with PBT, have been reviewed elsewhere and are beyond the scope of this review [49, 51] . However, ongoing efforts to understand the radiobiological differences between proton and photon beams are increasingly revealing the complexities of particle therapy, as well as the enhanced biological effectiveness of protons as compared with photons [49] . The higher relative biological effectiveness of protons carries both potential advantages with regard to tumor cell killing, as well as risks in terms of increased risk of toxicity to critical structures that receive dose (such as the brainstem in the case of posterior fossa tumors) [49, 77] .
Heavier ion particle therapy, such as carbon ion radiotherapy, has also emerged as a treatment option for pediatric patients. Carbon ion therapy, as with PBT, demonstrates a Bragg peak dose distribution with minimal exit dose; however, the biological effectiveness of heavier ions is thought to be greater than that of both photons and protons [78] . These properties suggest that heavy ion therapy may be particularly helpful for radioresistant tumors, such as osteosarcoma (the most common pediatric bone tumor). Early data utilizing definitive heavy ion therapy for unresectable pediatric osteosarcoma are promising [79] [80] [81] , and future studies exploring the role of heavy ion therapy in the treatment of pediatric patients are underway.
Stereotactic Approaches
Stereotactic RT represents another option emerging within pediatric radiation oncology. Stereotactic approaches are advanced photon-based techniques that are highly-focal and precise, delivering large fractional doses of radiation largely to small, spherical targets. Stereotactic RT is often delivered as a single fraction (generally called stereotactic radiosurgery [SRS] if delivered as a single treatment) or over a few fractions (usually five or fewer treatments, called stereotactic radiotherapy [SRT] ). SRS and SRT can be delivered using a number of systems, including the Gamma Knife system (in which a patient sits inside a 'helmet' with multiple non-coplanar slits, which in turn allow for dose to be delivered from cobalt-60 sources to an intracranial target) as well as modified linear accelerators (including dedicated radiosurgery liner accelerators such as the CyberKnife system) [6] . The ideal target for such stereotactic approaches is small and spherical, and consequently this approach has been largely utilized for patients (primarily adults) with brain metastases. In the pediatric setting, stereotactic techniques present unique opportunities as well as challenges. While the proportion of pediatric patients with brain metastases is marginal as compared with that of adult patients, pediatric patients with both neoplastic as well as certain vascular lesions may benefit from SRS/SRT. Since SRS and SRT are delivered in one or a few fractions, respectively, this significantly reduces the burden of prolonged treatment duration on pediatric patients. On the other hand, as SRS and SRT approaches often require more invasive immobilization methods, such as the use of a stereotactic head 'frame' which is affixed to the skull with the use of metal pins, pediatric patients may be more likely to require sedation with the procedure. However, if the treatment is delivered only once (i.e., SRS) over a single day, this invasive but shorter approach may represent an advantage compared with daily sedation for a conventional RT course that would otherwise require 30 treatments over six weeks, for instance.
SRS and SRT themselves have been utilized heterogeneously among pediatric patients. This includes efforts to incorporate SRS as a 'boost' for high-risk ependymoma patients being treated with adjuvant RT [6, 82, 83] , as definitive treatment for low-grade gliomas [84] [85] [86] , or in the setting of recurrent/residual disease, often within previously-irradiated tissue [6, 83, [87] [88] [89] [90] [91] [92] . One such case of utilizing SRS to treat a recurrent pituitary adenoma in a pediatric patient is highlighted in Figure 3 . SRS has similarly been shown to represent a safe and effective treatment option for pediatric arteriovenous malformations, discussed and reviewed extensively elsewhere [93] . Beyond this, stereotactic approaches have been considered in a variety of clinical contexts (often borrowing upon experiences treating adult patients). Single-fraction high-dose palliative approaches with stereotactic RT are promising options, as is the use of stereotactic RT for the ablative treatment of oligometastatic disease [94, 95] . Reirradiation may be another context where SRS/SRT may be helpful, given the rapid dose fall-off with such treatment plans and consequent minimal reirradiation of critical normal structures being exposed to another course of RT [96] . Stereotactic fractionated approaches are similarly considered for higher dose-per-fraction boost fields among certain pediatric ependymoma protocols [97] . While the indications for SRS and SRT among pediatric neuro-oncology patients remain heterogeneous, they represent an emerging technique for the treatment of intracranial lesions across diverse clinical contexts. reduces the burden of prolonged treatment duration on pediatric patients. On the other hand, as SRS and SRT approaches often require more invasive immobilization methods, such as the use of a stereotactic head 'frame' which is affixed to the skull with the use of metal pins, pediatric patients may be more likely to require sedation with the procedure. However, if the treatment is delivered only once (i.e., SRS) over a single day, this invasive but shorter approach may represent an advantage compared with daily sedation for a conventional RT course that would otherwise require 30 treatments over six weeks, for instance. SRS and SRT themselves have been utilized heterogeneously among pediatric patients. This includes efforts to incorporate SRS as a 'boost' for high-risk ependymoma patients being treated with adjuvant RT [6, 82, 83] , as definitive treatment for low-grade gliomas [84] [85] [86] , or in the setting of recurrent/residual disease, often within previously-irradiated tissue [6, 83, [87] [88] [89] [90] [91] [92] . One such case of utilizing SRS to treat a recurrent pituitary adenoma in a pediatric patient is highlighted in Figure 3 . SRS has similarly been shown to represent a safe and effective treatment option for pediatric arteriovenous malformations, discussed and reviewed extensively elsewhere [93] . Beyond this, stereotactic approaches have been considered in a variety of clinical contexts (often borrowing upon experiences treating adult patients). Single-fraction high-dose palliative approaches with stereotactic RT are promising options, as is the use of stereotactic RT for the ablative treatment of oligometastatic disease [94, 95] . Reirradiation may be another context where SRS/SRT may be helpful, given the rapid dose fall-off with such treatment plans and consequent minimal reirradiation of critical normal structures being exposed to another course of RT [96] . Stereotactic fractionated approaches are similarly considered for higher dose-per-fraction boost fields among certain pediatric ependymoma protocols [97] . While the indications for SRS and SRT among pediatric neuro-oncology patients remain heterogeneous, they represent an emerging technique for the treatment of intracranial lesions across diverse clinical contexts. Figure 3 . Stereotactic RT in the pediatric setting. This case is that of a 17-year-old female who presents with enlarging residual pituitary adenoma. The patient was initially treated one year prior with subtotal trans-nasal endoscopic resection of a non-secreting pituitary adenoma. On subsequent MRI surveillance, she was noted to have slow enlargement of residual pituitary adenoma. She was therefore recommended for salvage stereotactic RT to this residual disease. She was treated with a single-fraction of stereotactic radiosurgery, prescribing 19.9 Gy to the 50% isodose line. Shown here are representative (A) axial; (B) coronal; and (C) sagittal sections of the plan, with 10 Gy, 19.9 Gy, and 26 Gy isodose lines. Critical structures are appropriately avoided using this highly-conformal singletreatment technique, including optic chiasm (purple contour) and left optic nerve (orange contour).
Improving Image Guidance
Central to the use of advanced RT delivery technologies is improved patient alignment confirmation. For highly-conformal RT techniques, including IMRT, VMAT, PBT, and stereotactic RT, patient set-up errors and positional deviations can dramatically impact the treatment plan, potentially causing target volumes to be under-treated and normal structures to be over-treated. Such errors can therefore result in decreased tumor control, increased treatment-related toxicity, or both. Stereotactic RT in the pediatric setting. This case is that of a 17-year-old female who presents with enlarging residual pituitary adenoma. The patient was initially treated one year prior with subtotal trans-nasal endoscopic resection of a non-secreting pituitary adenoma. On subsequent MRI surveillance, she was noted to have slow enlargement of residual pituitary adenoma. She was therefore recommended for salvage stereotactic RT to this residual disease. She was treated with a single-fraction of stereotactic radiosurgery, prescribing 19.9 Gy to the 50% isodose line. Shown here are representative (A) axial; (B) coronal; and (C) sagittal sections of the plan, with 10 Gy, 19.9 Gy, and 26 Gy isodose lines. Critical structures are appropriately avoided using this highly-conformal single-treatment technique, including optic chiasm (purple contour) and left optic nerve (orange contour).
Central to the use of advanced RT delivery technologies is improved patient alignment confirmation. For highly-conformal RT techniques, including IMRT, VMAT, PBT, and stereotactic RT, patient set-up errors and positional deviations can dramatically impact the treatment plan, potentially causing target volumes to be under-treated and normal structures to be over-treated. Such errors can therefore result in decreased tumor control, increased treatment-related toxicity, or both. Therefore, to support advanced RT delivery technologies, advanced alignment verification technologies have emerged. At the heart of these alignment verification methods are techniques known as image-guided radiation therapy (IGRT). IGRT most commonly includes techniques such as (1) kilovoltage (kV) planar radiographs from X-ray devices mounted in the treatment room (often mounted as part of the treatment linear accelerator/gantry itself), or (2) volumetric imaging using cone beam computed tomography (CBCT) scans, which are similarly incorporated into the treatment room [98, 99] . kV-IGRT provides physicians with planar radiographs, often obtained in two radiographic planes (for instance, one anteroposterior radiograph and one lateral radiograph), that facilitate accurate alignment to bony landmarks [98] . CBCT, on the other hand, allows for three-dimensional volumetric imaging with CT-level soft tissue resolution [98] . For most intracranial tumors, our institutional practice, consistent with many other academic centers [98] , has been to utilize daily kV-IGRT to ensure accurate bony alignment. Given the reliability of bony landmarks for intracranial target volumes, whose positions are markedly more consistent than targets in the abdomen or pelvis, for instance, daily kV imaging has been widely adopted as an effective IGRT tool for advanced RT techniques in the treatment of intracranial tumors [98, 99] . Some institutions have more routinely employed CBCT imaging for pediatric neuro-oncology patients, suggesting that the set-up uncertainty margin added to the CTV to generate the PTV can be reduced with the use of CBCT [100] . However, concerns regarding radiation exposure to pediatric patients undergoing CBCT IGRT have been raised [25, 99] . With doses of approximately 3 cGy per CBCT [101] , frequent CBCT imaging (daily or weekly) has the potential to substantially increase risk of mutagenesis and second malignancy [25, 99] . This additional radiation exposure may also translate into higher rates of infertility and endocrine dysfunction [25, 99] . Therefore, our overarching approach, consistent with most high-volume pediatric centers, has been to utilize kV-IGRT to optimize patient alignment and reduce PTV margins; CBCT, however, is used sparingly.
Along these lines, an important caveat is that IGRT as well as adaptive re-planning have been increasingly utilized for target volumes whose size and shape may vary over the treatment course. Perhaps the clearest example of such a tumor within pediatric neuro-oncology is craniopharyngioma. These lesions, comprised of both solid and cystic components, have a propensity to develop dynamic changes in cyst size and position during a course of RT [102, 103] . Therefore, adaptive re-planning with repeat imaging has been recommended by multiple groups in the treatment of craniopharyngioma [55, 62, [102] [103] [104] . Our practice is generally to have craniopharyngioma patients undergo MRI simulation up-front as well as every one to two weeks while on treatment. Using the MRI simulator, we can obtain MRI imaging to assess cyst dynamics and complete an adaptive radiation plan if needed utilizing these MR images in the treatment position. This paradigm also avoids repeat CT imaging and associated radiation exposure, ideal for pediatric patients as previously discussed.
Clinical Efforts-Refining Target Volumes
Shrinking Field Sizes
Cooperative group clinical studies have further advanced pediatric neuro-oncology with efforts to refine target volumes. By decreasing field sizes, many of these trials aim to reduce RT-related toxicity and exposure without compromising disease control. For medulloblastoma patients, institutional data suggested that the standard boost field encompassing the entire posterior fossa (PF) may be excessive, and that rather a smaller 'involved field' (IF) boost volume targeting the tumor bed (with margin) would be sufficient [105, 106] . To test whether such a reduced IF boost would provide comparable disease control rates as a PF boost, the Children's Oncology Group (COG) ACNS 0331 trial randomized standard-risk medulloblastoma patients to IF versus PF boost fields; presented in abstract form, the data demonstrate comparable 5-year event free survival (EFS) between the IF and PF boost arms (82.2% vs. 80.8%) [107] . Consequently, the standard of care has now shifted supporting use of IF boost fields rather than PF boost fields for medulloblastoma patients. Along similar lines, intracranial germ cell tumor (GCT) studies have aimed to reduce field sizes. For intracranial pure germinomas, a highly radiosensitive tumor, efforts sought to reduce definitive RT volumes from CSI to limited-field RT targeting the local tumor alone [108, 109] . These prospective European studies demonstrated that such drastic target volume reductions yielded unacceptably high rates of periventricular disease relapse [108, 109] . These data, coupled with a large literature review, supported the use of whole-ventricular irradiation (WVI), an intermediate between CSI and limited-field RT [108] [109] [110] . WVI, while still somewhat larger than limited-field RT targeting the tumor alone, represents a significant reduction in the treatment volume as compared with CSI, and has emerged as the standard for intracranial germinoma, utilized in the most recent COG protocol (ACNS 1123) [111] . For non-germinomatous intracranial germ cell tumors (NGGCTs), which have a higher risk of relapse and a poorer prognosis as compared with pure germinomas, the North American treatment paradigm has centered on the use of induction chemotherapy, with or without second-look surgery, and subsequent CSI [112] . As with medulloblastoma, institutional data suggest that reduced field size to WVI may not compromise disease control [113] ; the NGGCT stratum of ACNS 1123 therefore is testing whether WVI, rather than CSI, may be an effective option for those who radiographically respond to induction chemotherapy.
Optimizing Dose
In conjunction with prospective studies designed to reduce field size, pediatric neuro-oncology trials have also focused on better elucidating the optimal RT doses for patients. These protocols have broadly asked to what extent RT dose can be reduced without compromising clinical outcomes. For standard-risk medulloblastoma patients, for instance, prospective data demonstrated that adjuvant RT with dose-reduced CSI (from 36 Gy to 23.4 Gy) did not result in inferior outcomes, provided patients also received adjuvant chemotherapy following RT [114] . COG ACNS 0331 attempted to further reduce the CSI dose to 18 Gy for standard-risk medulloblastoma patients, based on promising pilot data [107, 115] . However, despite these pilot studies, reduced dose CSI from 23.4 Gy to 18 Gy in ACNS 0331 resulted in inferior EFS and overall survival [107] . Therefore, these trials have established 23.4 Gy, and not lower, as the ideal CSI dose for standard-risk medulloblastoma patients [107] . Efforts to determine the appropriate RT dose for pediatric patients are increasingly incorporating radiographic and molecular data to better risk-stratify patients and tailor dose accordingly. For intracranial germinoma patients, ACNS 1123 is assessing the feasibility of dose reduction based on radiographic response to induction chemotherapy [111] . For medulloblastoma patients, ongoing trials in both North America (SJMB12) and Europe (PNET5) are utilizing medulloblastoma molecular risk stratification to tailor RT dose, including dose reduction for lower-risk patients as well as dose intensification for higher-risk patients [116] .
Conclusions
The treatment of pediatric brain tumors with RT continues to evolve with ongoing advances. New technologies, from MRI simulation to particle beam therapy and stereotactic RT, aim to improve the therapeutic ratio further-optimizing disease control and minimizing treatment-related toxicity. As the era of molecular risk stratification unfolds, personalization of radiation dose, target, and technique holds the promise to better the lives of all pediatric neuro-oncology patients. 
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